MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEPARTMENT OF PUBLIC MEALTH AND WELFA

ne f ° - ‘STATE FII‘.E- NER
. .. . Registrat _L%m Registration District No, _.0___ ____2—— Aﬂm
DO NOT WRITE AMENDED Es t E%\ T s imary Reg L o, . __=_ —Registrar's No. ____

ON THIs STUB 4L 0 1J1h)
1. PLACE OF DEATH 2. USUAL RESIDENCE (whero decested livad. [f institution: Residence before

8 COUNTY Jackson *Mgourl "™  Jackson *mwien

b. C|T'( {If outside corporate fimits, give TOWNSHIP oﬂly) Length of stay in 1b e. CITY Inside Limits
[}

©ww  Kansas City /3 rowIndependence Yo I N O3

. FULL NAME OF {If NGT in hospltal, give location) Ingflde Limits d. STREET if i i i
HOSPITAL ‘3 (if cutside, giva location} Reside on Farm

wehmhiod.akeside Hospital g NeD "3516 S. Pleasant Yo D Ne T

3. NAME OF DECEASED First Middle . ~last 2. DATE Month Doy
[(Type o print) et : 2 paL

MAXINE B ' - ROTHWELL | "™ Angmst 28, 1963 -
5. SEX 5. COLOR OR RACE 7. Married BB Never Marvied ] 8. DATE.OF BIRTH | % AGE {iast Girthday) | IF UNDER 1 YEAR IF UNDER 74 IR
Female White Widowad (] Diverced [] 5’_20_192}4_ 39 Manths Da;T[ .er.r Min,

10a. USUAL- OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 17. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY

. _ during most of 5orkin\; life, even if retired) c
M’. NAME OF F

13a. FATHER'S NAME F3b. MOTHER'S MAIDEN NAME USBAND OR WIFE

_DQllg Brad Cecil Rothwell
14, SOCIAL SEC

15. WAS DECEASED EVER [N U.5. ARMED FORCES? URITY NO. 17. INFORMANT Address
[Yes, no, or unknown)} (If yes, give war or dates of s Iildep [ MO.
lea

VS 300
Rev. 4/59

DATE AMENDED

Yoer

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a

-
4
w .
=
>
o
Q
a

Conditions, i any,
which gave rise o
above cause {a),
stating the under-
lying cause last. DUE TO {c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminasl PART 1ll. If deceased was fomale wa

isease cgndition given in PART | (o) thera a pregnancy~in last 90 deys.
aﬂ; MW [Ova [ e | O unknown

9. WAS AU;TOPSY . 20a. ACCIDENT SUICIDE  HOMIGAPE 20b. DESCRIBE. HOW INJURY OCCURRED. (Enfer nature of injury in PART. | or PART |1 of item 18.)
w)

1= PERFORMED?
YES [] No,ﬁ
20¢. TIME OF  JHoul Month, Day, Year
INJURY ‘am. .
pm.
Zbd. INJURY OCCURRED 20e. PLACE OF INJURY {a.g.. in or about home, 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factrory, street, ofﬂ:e bldg., etc.) . -

NOT WHILE AT WORK ] L~ . “ Pan

nded the decsased fro

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

date stated above, and 1o the best of my knowladge, flom:the causes state; ‘

23c. NAME OF CEMHERY OR. cnwrow Z3d. LOCATION (City, town, or county) {State)/ 4"

8—-30—1963 Floral Hiils

' FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

ISheil Funeral Home, Kansas City,Mol kA |

SoFeae " {Llcensed Embalmer’s Statement on Revarse Side)

USE BLACK INK
T, SULKOWS KL eoical CexnrFicATION

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

-
- o . .




-S'I'ATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cenificate was embalmed by me,

or by Student Embalmer No.

~ ' ; - c - FO

T fo TR R

working under my personal. supervision,

| Q a . .
Student - - Signed At

Signature of Student Embalmer Q v
L : s _ - * ' Licensed Embalmer-No.

.o - '_ o P, O. Address_m_

Al

Note: The above MUST BE SIGNED BY THE' UCENSED EMBAI.MER in his OWN HANDWRITING (Fatiure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign-in his OWN handwrmng

- If this body is not.embalmed, fact should be 50 sfated above.

LA - s 7
P -

.




